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Consumer acceptance of m-wellbeing services: A social marketing perspective 
 
Abstract 
Purpose – This study employs the Model of Goal-Directed Behaviour (MGB) to examine the 
consumer acceptance of technology-based self-service (TBSS) for a credence service 
instrumental to a social goal. Credence services are increasingly delivered via self-service 
technology and in social marketing, the achievement of social goals can be contingent on 
consumer acceptance of these services. However, little is known about the determinants of 
acceptance and extant marketing literature fails to account for emotional and goal influences 
which are likely to be important.  
 
Design/methodology/approach – We interviewed 30 young adults with self-reported stress, 
anxiety or depression as potential users of a self-help mental health service delivered via 
mobile phone. The data were analysed deductively and inductively with the assistance of 
NVivo. 
 
Findings – Our findings generally support using the MGB to enhance understanding of 
consumers’ acceptance of TBSS. We also found evidence of the importance of maintenance 
self-efficacy, the self-evaluation of the ability to continue using the service, and a previously 
ignored element of consumer level competition that arises between alternatives that achieve 
the same goal.  
 
Originality/value – This study is the first to examine factors that influence consumers’ 
acceptance of TBSS for credence services aimed at achieving a social goal. It builds on 
understanding of consumer decision making in social marketing, particularly the influence of 
self-efficacy and competition. It also contributes to attitudinal research by providing initial 
evidence for deepening and broadening the MGB in the context of TBSSs.  
 
Keywords Social marketing, Consumer acceptance, Services, Self-service, Technology, 
Mental health, Young adults 
 
 Paper Research 
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Consumer acceptance of m-wellbeing services: A social marketing perspective 
 
1. Introduction  
Technology is transforming marketing strategy, offering cost efficiencies and new 
opportunities to engage consumers (Taylor and Strutton, 2010). Its impact is profound in the 
services arena where technological advancements are changing the conceptualisation, 
development and delivery of commercial and non-commercial services (Meuter et al., 2005). 
Technology-based self-services (TBSS), where consumers use technology to perform a 
service without direct service employee involvement, exemplify how technology can be used 
to deliver additional value to consumers whilst improving operational efficiency and 
competitiveness (Meuter et al., 2003). In order to realise these benefits, however, consumers 
must first choose to accept this convergence of service and technology. This often requires 
marketers to understand and then change ingrained attitudes, perceptions and expectations of 
service (Meuter et al., 2005). Investigating the factors instrumental to consumers’ intention to 
use TBSS, commonly referred to as consumers’ acceptance of TBSS, is thus an established 
field in marketing that is likely to grow with continued technological advancement (Taylor 
and Strutton, 2010).  
 
Where TBSSs were originally designed to replace routine aspects of interpersonal service 
delivery (Forbes, 2008), recent developments have meant the digitalisation of complex 
credence services. Credence services are professional services which require specialised 
knowledge to produce and are difficult for consumers to evaluate even after trial (Ostrom and 
Iacobucci, 1995). They also tend to be more interpersonal and high involvement than other 
services (McColl-Kennedy and Fetter, 2001). Despite these fundamental differences in the 
service product delivered via technology, consumer acceptance of TBSS options for credence 
services has yet to be examined. Further, the traditional attitudinal models employed to 
understand consumer acceptance of TBSS in extant literature (e.g., Curran and Meuter, 2005; 
Dabholkar and Bagozzi, 2002) fail to recognise that most high involvement behaviours, such 
as using a credence service, are means to achieving goals or outcomes. They also fail to 
account for the impact of prefactual appraisals of outcomes, which are less concrete in 
credence services (Ostrom and Iacobucci, 1995), or the influence of emotions. This study 
addresses these gaps by employing the Model of Goal-Directed Behaviour (MGB) (Perugini 
and Bagozzi, 2001), which overcomes these shortcomings, to examine the consumer 
acceptance of TBSS for credence services. It also explores broadening and/or deepening the 
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MGB in this context on the basis of Taylor’s (2007) call for caution in generalising attitudinal 
models across settings and levels of involvement. 
 
Understanding the consumer acceptance of TBSS for credence services is especially 
important in social marketing, which aims to encourage the acceptance, adoption and 
maintenance of social propositions and behaviours to achieve social goals (Peattie and 
Peattie, 2009), since social goals can be contingent upon the acceptance and adoption of 
services. For instance, influencing individuals suffering from mental illness to accept and 
adopt professional mental health services is central to achieving improved welfare for this 
target audience (e.g., Phillipson et al., 2009). Given the transition of wellness services to 
TBSS platforms in a number of contexts, including mental health (see Cugelman et al., 
2011), it is important to understand the determinants of consumers’ acceptance of these 
services in order to achieve social goals (Lefebvre, 2007). Despite its importance, this 
remains a significant gap in the social marketing literature. This research employs the MGB 
to examine the consumer acceptance of TBSS for credence services instrumental to achieving 
a social, as opposed to commercial, goal. 
 
Our study contributes to the social marketing literature by building upon existing knowledge 
of consumer decision making in social contexts. It also broadens current understanding of 
consumer acceptance of emerging TBSSs using the MGB to overcome the limitations of 
current attitudinal approaches. We expect to provide insight with respect to why consumers 
accept increasingly complex self-services. A further contribution of this study is that it 
provides initial evidence of the MGB’s usefulness in TBSS acceptance research and explores 
the possibility of extending the model in this context. Last, this research provides marketing 
managers, both social and commercial, with insight into factors likely to influence the 
consumer acceptance of TBSS for credence services. This is an important contribution given 
organisations have to invest significant resources to implement these services, and their 
success is largely dependent on becoming part of consumers’ service repertoire (Curran et al., 
2003).  
 
In the following, we provide a review of current literature pertinent to the study. Next, we 
present the methodology of the research. The paper ends with a discussion of the results and 
their theoretical and managerial implications. 
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2. Literature review  
2.1 Technology-based self-services in social marketing  
Social marketing employs the marketing mix to achieve social goals (McDermott et al., 
2005). Influencing consumers to accept services can be instrumental to this objective. For 
example, in social marketing’s primary domain of public health, the social goal of improved 
personal welfare (Andreasen, 1994) can be achieved by influencing target audiences to accept 
and adopt wellness services. For example, to improve the welfare of low-income families, 
social marketers increased acceptance and use of the Special Supplemental Nutrition Program 
(see Grier and Bryant, 2005). Self-service technology is increasingly employed in the social 
sector to deliver these wellness services. Self-help mental health services delivered via 
mobile phone, for example, are emerging as a clinically effective alternative to face-to-face 
mental health services with significant reach and cost benefits (Harrison et al., 2011). Other 
wellness services, including those aimed at binge drinking, smoking and weight management, 
have also transitioned to a TBSS format (see Cugelman et al., 2011). Despite this, limited 
research to date examines consumers’ acceptance of these credence TBSSs. As highlighted 
previously, this indicates a significant gap in social marketing literature since these services 
can be vital to achieving social goals related to improved welfare. 
 
2.2 Social marketing context for this research 
Self-help mental health services delivered via mobile phone were selected as the specific 
context for this study given psychotherapy is an exemplar credence service. It is high 
involvement, very interpersonal and difficult for consumers to evaluate. Further, mental 
health is one of the most pressing health concerns worldwide, and both social marketing (e.g., 
Phillipson et al., 2009) and psychology research (e.g., Eaton et al., 2011) emphasise the need 
to encourage the acceptance, and adoption, of professional mental health services as part of 
the strategy to address this problem. Last, the mobile phone is an important self-service 
technology to examine since it is an always-on, instant access service production and delivery 
mechanism (Lefebvre, 2009).  
 
2.3 Conceptual framework  
The act of using technology to produce a service independent of a service employee is 
labelled ‘technology-based self-service’ (TBSS) (Meuter et al., 2005). Research examining 
consumer acceptance of TBSS has focused on attitudinal models predicting consumers’ 
acceptance of TBSS (e.g., Curran and Meuter, 2005; Dabholkar and Bagozzi, 2002). These 
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studies employ the Theory of Reasoned Action (TRA) (Fishbein and Ajzen, 1975), 
Technology Acceptance Model (TAM) (Davis et al., 1989) and Theory of Planned Behaviour 
(TPB) (Ajzen, 1991). The TRA and TPB are general attitudinal models discussed extensively 
in marketing and psychology literature (see Armitage and Conner, 2001; Sheppard et al., 
1988). The TAM is an adaption of the TRA to a technology acceptance context. It introduces 
perceived usefulness and perceived ease of use as determinants of attitude toward, and 
acceptance of, technology (Davis et al., 1989). Other determinants, such as convenience, 
need for human interaction and fun/enjoyment, have also been identified (e.g., Collier and 
Sherrell, 2010; Curran and Meuter, 2005; Dabholkar and Bagozzi, 2002). 
 
However, we propose the Model of Goal-Directed Behaviour (MGB) (Perugini and Bagozzi, 
2001) has the potential to capture the added complexity of consumer acceptance of credence 
TBSSs. The MGB includes the impact of goal-related and emotional processes, unlike the 
TRA, TPB and TAM (Bagozzi, 2007). Applying the MGB to explaining consumer 
acceptance of TBSS in general is supported by Bagozzi (2007), who argues that the role of 
emotions is underestimated in current literature. We further contend that it is suited to the 
examination of consumer acceptance of credence TBSSs in particular. The MGB recognises 
that most high involvement behaviours, such as coproducing and consuming credence 
services (McColl-Kennedy and Fetter, 2001), are means to achieving goals or outcomes. It 
further incorporates the impact of prefactual appraisals of outcomes, which are less concrete 
in credence services (Ostrom and Iacobucci, 1995) on consumers’ intentions and behaviour.  
 
Take in Figure 1 
 
The MGB deepens the TPB by specifying desire as the direct impetus for intentions. Desire 
transforms the motivational content to act embedded in attitudes, anticipated emotions, 
subjective norms and perceived behavioural control into the intention to perform a behaviour. 
The MGB also broadens the TPB by including a focus on personal goals through anticipated 
emotions. This is based on the premise that individuals, when deliberating action, consider 
the emotional consequences of goal achievement/failure. They imagine the positive emotions 
experienced in the event of goal attainment and the negative emotions experienced in the 
event of goal failure. These anticipated emotions influence their acceptance and adoption of a 
behaviour.  
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3. Method 
3.1 Sample  
To examine the determinants of consumer acceptance of TBSS for credence services 
instrumental to a social goal, we collected data from potential users of a self-help mental 
health service delivered via mobile phone (m-wellbeing service). We targeted young adults 
aged 18-25 years with self-reported mild to medium stress, anxiety or depression. This is an 
important target audience for social marketing since mental illness is a leading cause of 
morbidity among this age group given a high prevalence of mental illness and low levels of 
help seeking (Patel et al., 2007; Phillipson et al., 2009). We excluded young people 
participating in a clinical trial of an m-wellbeing service in Australia to prevent bias from 
post-rationalisation of their decision to use the service. Purposive sampling was used to 
recruit respondents primarily through a press release. Additional respondents were recruited 
through snowball sampling. Bernard and Ryan (2010) suggest that this method is appropriate 
since the target population is uniquely defined and hard to reach.  
 
Data saturation occurred at 30 interviews, when no new themes emerged and the MGB 
categories showed depth in their dimensions (Corbin and Strauss, 2008). The final sample 
included 20 females and 10 males, all aged between 18-24 years old, who self-reported 
feeling stressed, worried or low. Young men may have been reluctant to volunteer. They are 
the least likely group to seek help in Australia (Rickwood et al., 2005). Fourteen respondents 
were students, a slightly lower ratio than the Australian national average of 63% of young 
people (Australian Government, 2006), while the remaining respondents’ occupations ranged 
from administrative officer to business analyst.  
 
3.2 Interview protocol  
In line with a modified objectivist epistemology, the study used Perugini and Bagozzi’s 
(2001) operationalisation of the MGB as a basis for developing the interview questions. Two 
questions exploring the determinants of acceptance preceded the MGB questions. They were: 
(1) ‘What would influence whether you would use a mobile phone mental wellbeing service 
or not?’ and (2) ‘Imagine using a mobile phone mental wellbeing program, what do you think 
would be the most important features of such a service for you?’ These were included at the 
start of the interview to avoid potential order effects. We piloted the interview protocol and 
subsequently added explanatory prompts and changed the sequencing of the MGB questions.  
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3.3 Depth interviews 
A trained interviewer conducted semi-structured depth interviews at a health clinic. Depth 
interviews were used in preference to focus groups given the sensitive context of the 
research. All interviews were audio recorded and ranged between 30 to 80 minutes, averaging 
55 minutes. Respondents were shown an introductory video to an m-wellbeing service 
currently under trial. The m-wellbeing service targets individuals over 18 years with self-
diagnosed mild to moderate stress, anxiety or depression. It is entirely automated and allows 
recipients to track their mood over time, access online self-help modules based on cognitive 
behavioural therapy, and write in a mood diary. Respondents received a $30 gift voucher for 
participation.  
 
3.4 Analytical procedure 
In preparation for data analysis, the interview recordings were professionally transcribed and 
then checked against the original audio recording for accuracy. The transcripts were analysed 
using NVivo 9. A hybrid approach to analysis was undertaken in line with the modified 
objectivist epistemology of this study (see Fereday and Muir-Cochrane, 2008). This 
incorporated both data-driven inductive coding, to identify additional determinants of the 
consumer acceptance of credence TBSSs, and a deductive a priori template of codes 
approach, with codes derived from the MGB constructs. To identify emergent themes 
relevant to explaining young adults’ acceptance of m-wellbeing services, we used open and in 
vivo coding in first cycle coding. In accordance with Saldana (2009), pattern coding followed 
to group codes on the basis of similarity and/or correspondence. To confirm the MGB 
constructs, provisional coding was first undertaken based on a priori codes developed from 
the MGB. This type of coding is appropriate for qualitative studies that corroborate previous 
research (Miles and Huberman, 1994). Second, open and axial coding was used to illuminate 
the dimensions of a priori codes, specifically with relation to their conditions and causes. 
Magnitude coding was used to indicate valence and weight/intensity of responses, and then 
matrix coding queries were run to investigate variability within the codes and categories. 
Although a single researcher conducted this analysis, ‘reality checks’ were implemented to 
minimise bias. To initially validate findings, the interviewer/coder checked their 
interpretation of responses with participants in a debriefing at the end of the interview as 
suggested by Saldana (2009). Second, the research team was periodically consulted during 
the coding process to discuss, and ensure agreement on, the coding structures and 
connections within and between codes and categories.  
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4. Findings and discussion 
4.1 Acceptance of m-wellbeing services  
Respondents were divided between those who desired or intended to use the m-wellbeing 
service (11) and those that did not (14). There were five respondents who did not clearly 
indicate positive or negative acceptance of the m-wellbeing service. This finding is 
unexpected given evidence of young adults’ preference for, and extensive use of, TBSS 
(Dena and Thakur, 2006). The following sections delineate our findings as to respondents’ 
reasons for acceptance or non-acceptance of the m-wellbeing service.  
 
4.2 Negative and positive anticipated emotions 
The majority of young adults (23) emphasised that they would not use an m-wellbeing 
service unless it would help them achieve a desired goal or outcome. Respondents’ personal 
goals included concrete goals, such as identifying triggers to stress (F, 7), and more abstract 
goals, such as becoming a better person (M, 20). This is consistent with research showing 
individuals tend to form goals at different levels of abstraction (Emmons, 1992). On the other 
hand, seven respondents did not consider goals relevant to their acceptance of the service. For 
many, this was because they could not set a specific, measurable and timely goal for their 
mental health. These respondents may tend to frame their goals in very concrete and specific, 
rather broad and abstract, terms (Emmons, 1992).  
 
“I would like it to give me an outcome that I want, like not being stressed ... So 
definitely, I would be looking for an outcome” (M, 25, goal driven).  
 
“I wouldn’t see it as a goal - that because of this I’m going to get this out of it, because 
it’s an ongoing thing. It’s not as though you’ll ever get to the end point... I don’t see 
that a mental health program would have such an almost tangible goal there” (M, 11, 
not goal driven). 
 
In contrast to the MGB, only eight respondents reported negative anticipated emotions would 
influence their acceptance of an m-wellbeing service, whilst 12 respondents reported that 
they would not (Refer to Table 1). For the latter respondents, the anonymity and lower 
monetary costs associated with the m-wellbeing service relative to face-to-face mental health 
services seemed to attenuate the negative consequences of goal failure, such as public 
embarrassment and monetary loss. This may have reduced the perceived impact of negative 
anticipated emotions on their acceptance of the service. However, in line with the MGB, 
seven respondents reported that positive anticipated emotions would have a substantial effect 
9 
 
on their acceptance of an m-wellbeing service, whereas five respondents reported that they 
would not (Refer to Table 1).  
 
Take in Table 1 
 
This study provides some evidence of the impact of negative and positive anticipated 
emotions on consumers’ acceptance of credence TBSSs. Disagreement between respondents 
may be due to the difficulty of prefactually evaluating goal achievement or goal failure in the 
mental health context where personal goals are relatively abstract. This is consistent with the 
proposition that abstract goals have less clear outcomes acceptable as instances of goal 
attainment or goal failure (Emmons, 1992). High goal abstraction may therefore have made it 
difficult for some respondents to (1) envision goal achievement or failure, (2) anticipate their 
emotional response and (3) determine whether this would influence their acceptance of the 
m-wellbeing service. This raises the question of whether anticipated emotions would play a 
dominant role in explaining and predicting the consumer acceptance of TBSS for credence 
services in general, since credence services’ outcomes are difficult to evaluate (Ostrom and 
Iacobucci, 1995), making emotional consequences obscure.  
 
4.3 Subjective norm 
Many respondents (17) reported that the opinions, perceptions and attitudes of those in 
immediate social proximity (e.g., friends, family, co-workers) would have limited impact on 
their acceptance of an m-wellbeing service (Refer to Table 2). This finding is inconsistent 
with the MGB, which specifies that social norms influence behavioural intentions (Perugini 
and Bagozzi, 2001). Respondents explained this lack of regard for key reference group 
opinions on the basis that the m-wellbeing service is produced and consumed anonymously 
via a private technological platform. Correspondingly, Ratner and Kahn (2002) show that 
individuals adhere to social norms more stringently when their behaviour is identifiable. 
Overall, this finding provides initial evidence that subjective norms may not be a strong 
determinant of consumers’ acceptance of m-wellbeing services specifically and credence 
TBSSs delivered via private technological platforms more generally.  
 
Take in Table 2 
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4.4 Perceived behavioural control and past behaviour 
4.4.1 Technological and co-production self-efficacy 
We examined respondents’ self-efficacy, which Azjen (1991) asserts is synonymous with 
perceived behavioural control. The majority of respondents (22) possessed high levels of self-
efficacy toward using the self-service technology, a mobile device, to deliver the mental 
health service (Refer to Table 3). Respondents were confident in their ability to access the 
service via mobile phone, learn how to use and navigate the service interface, and resolve any 
technological issues. This finding is consistent with the MGB and previous research 
demonstrating that self efficacy is a significant determinant of the acceptance of TBSS (e.g., 
van Beuningen et al., 2009).  
 
Take in Table 3 
 
In line with research showing previous experience is a determinant of self-efficacy (Bandura, 
1997), 17 respondents reported their familiarity with using their mobile phone for producing 
and consuming other services enhanced their confidence in their ability to use the device to 
deliver the m-wellbeing service. Of note, however, even respondents with no previous 
experience expressed confidence in their ability to quite easily adapt to mobile phone service 
delivery, adding weight to the claim that young people are ‘digital natives’.  
 
“The more technology adept you are, the more likely you are to use that technology 
‘cause you understand it, you’re not intimidated by the new software” (F, 2, previous 
experience).  
 
“I can usually pick things like that up really quickly. Yeah, it might be a problem for 
people who are a bit older” (F, 24, no previous experience). 
 
In contrast, a number of respondents (13) expressed doubt with regards to their ability to 
adequately perform their role as co-producer of the service. Two reasons for this were 
apparent from the data. First, some young adults were concerned their lack of mental health 
expertise, together with the absence of guidance from a health professional, might lead them 
to unintentionally sabotage the service performance. Second, some respondents’ (9) 
anticipated deviating from the service requirements. For example, not strictly, or correctly, 
following the recommendations of the service provider. This finding suggests that the 
credence qualities of the TBSS, specifically the specialised knowledge central to the core 
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service, may be tempering young adults’ confidence in their ability to co-produce the m-
wellbeing service.  
 
“Cause you’re actually unsure of what you are doing. Nobody actually checks up on 
you to make sure that you’re good to go” (F, 4). 
 
“See I’d be worried that I’d play it up or play it down. I would be worried about the 
accuracy of myself inputting it... because I don't really trust myself with my own 
perception of what my problems are. I like having someone to tell me whether this is 
serious or this is not serious, because I usually get it wrong” (F, 16).  
 
Respondents’ high levels of self-efficacy toward using a mobile phone for service delivery, 
together with low levels of self-efficacy toward performing the required tasks of the mental 
health service, forms a paradox of concurrent self-doubt and self-confidence with respect to 
using an m-wellbeing service. It may be useful, therefore, to distinguish between the two 
aforementioned components of self-efficacy when examining consumer acceptance of 
credence TBSSs: technological self-efficacy, related to using technology to access and 
deliver the service, and co-production self-efficacy, related to the ability to co-produce the 
service through technology without service employee involvement. This finding provides 
initial evidence that the approach taken by some TBSS acceptance research to self-efficacy, 
which views the service product and service delivery constituents of the TBSS as entirely 
integrated (e.g., Dabholkar and Bagozzi, 2002; Meuter et al., 2005), may not adequately 
explain consumers’ acceptance of TBSS for credence services such as the wellness services 
prevalent in the field of social marketing.  
 
4.4.2 Maintenance self-efficacy  
Half of the young adults in the study had reservations about their ability to maintain co-
production of the m-wellbeing service over time, inhibiting their acceptance of the service. 
These respondents felt they lacked sufficient self motivation to continue using the service 
over sufficient period of time to receive its benefits. They considered external motivation, 
provided by health professionals in the form of social pressure or social support, to be more 
effective in encouraging service continuance.  Anticipation of premature discontinuance and 
limited benefit thus negatively impacted their acceptance of the m-wellbeing service. This is 
consistent with the principle that individuals are more likely to intend to perform a behaviour 
when immediate self-interest is discernible (Rothschild, 1999). 
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 “I think that if you were going to do it once a day - you’d get a gauge, but if you really 
want to see a difference you might do it say, morning and night. So once a day would 
be the minimum to see a difference - I don’t know if I’d actually uphold that once a day, 
but it would be a minimum to see a difference” (F, 19).  
 
“If you’re not someone who takes initiative… you aren’t as likely to be motivated to 
continue with that service as suggested. Whereas if you go to see the person face-to-
face and schedule sessions, you’re much more likely to feel obligated to meet the 
requirements” (F, 1).  
 
This finding suggests that respondents’ confidence in their ability to continue using the m-
wellbeing service influences their acceptance of the service since its benefits are not 
immediate. This is the case in many credence services and particularly those within the field 
of social marketing, which is recognised for offering benefits “often vague, uncertain and in 
the distant future” in exchange for behaviour change (Rothschild, 1999, p. 27). It provides 
preliminary evidence that existing models of TBSS acceptance, which do not account for an 
association between consumers’ assessment of their capacity to continuing using the TBSS 
and their acceptance of the TBSS, may be inadequate for credence TBSSs. Further, it 
suggests a need for future social marketing research examining the potential interrelation 
between the acceptance and initiation of prosocial behaviour and the maintenance of that 
behaviour, since they are currently conceptualised as separate stages/processes in the social 
marketing literature (e.g., Andreasen, 2003) despite the delayed benefits of many social 
marketing behaviours. 
 
4.5 Attitude toward behaviour 
Two prominent factors appear to influence consumers’ attitude, or evaluation of the 
favourability or unfavourability, of m-wellbeing services: need for interaction and 
convenience. These factors are described in the following sections.  
 
4.5.1 Need for interaction  
Consistent with extant research (e.g., Curran and Meuter, 2005), 24 young adults stated their 
need for interaction with service personnel impacted their evaluation of the m-wellbeing 
service (Refer to Table 4). Some respondents (6) regarded the lack of personal interaction as 
a benefit of the m-wellbeing service. This low need for interaction may stem from the 
personal nature of, and social stigma associated with, mental health. Others (13) considered 
the lack of interpersonal interaction a disadvantage. These respondents sought the 
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‘connection’ and ‘personal touch’ of face-to-face service. Both these perspectives are 
highlighted in previous research (i.e., Meuter et al., 2000). Consequently, whilst there is 
evidence that the TBSS removes the discomfort of face-to-face interaction for some, it may 
be a drawback for others who value the personal interaction characteristic of credence 
services (Ostrom and Iacobucci, 1995).  
 
Take in Table 4 
 
4.5.2 Convenience 
Most respondents (27) reported that m-wellbeing services’ convenience positively influenced 
their evaluation of help seeking from this source, in line with previous research (e.g., Collier 
and Sherrell, 2010). Sixteen respondents valued not having to deviate from their normal 
activities, particularly as their lifestyle already involved using mobile phones, to access the 
service. The availability of the service at the ‘right time’, when needed by respondents, also 
added to its perceived convenience. Given that TBSS for credence services requires more 
effort on the part of the consumer compared to other TBSS (e.g., mobile phone banking), it 
would be reasonable to expect lower perceived convenience of credence TBSSs. However, it 
appears that the m-wellbeing service derives its convenience value relative to its interpersonal 
alternative rather than other TBSSs.  
 
“You can access it whenever you want and it just fits into your lifestyle” (F, 14).  
 
“I guess the benefits I’d see is—I know for me, say, my emotional health, the times it 
hits me the worst are things like at nine or ten pm at night, so I’m not really in the 
vicinity of health professionals... So I wouldn’t have easy access to those services 
anyway, so the benefit of technology I would see is that it is always there... So that’s a 
big benefit I would see because I know the times I feel the lowest or most stressed are 
not so much sociable hours” (M, 11).  
 
4.6 Direct competition  
The data show that many (19) respondents’ evaluation of m-wellbeing services relative to 
face-to-face mental health services influenced their acceptance of the credence TBSS (Refer 
to Table 5). As summarised by one respondent, “[The m-wellbeing service] would have to 
overcome sort of competing with traditional therapy” (M, 30). Fifteen respondents thought an 
m-wellbeing service would not be as effective as a traditional face-to-face mental health 
service, and this deterred their acceptance of m-wellbeing services. One reason for this 
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appears to be respondents’ technology snobbery, a phenomenon where the utility of the TBSS 
is negated solely by its delivery via familiar self-service technology (i.e., mobile phone). One 
respondent suggests that in this context, technology snobbery may stem from the hedonic 
nature of services currently accessed via mobile phone, “I mean if you’re using the phone for 
games and stuff—doing that program with it, it’s going to not seem as important as it should” 
(F, 19). Respondents also cited the provision of irrelevant or generic information, and a lack 
of interactivity and customisation, as indicators of m-wellbeing services’ diminished 
effectiveness with regard to managing or improving mental wellbeing relative to face-to-face 
services. 
 
Take in Table 5 
 
The finding that consumers evaluate alternatives, in terms of their ability to achieve a 
particular goal or outcome, prior to accepting a particular alternative is generally consistent 
with the notion of competition. It supports TBSS acceptance literature which acknowledges 
competition to the extent that it recognises consumers must choose between interpersonal and 
technology-based encounters (Meuter et al., 2003). However, current conceptualisations of 
competition in social marketing are not inclusive of this type of consumer level competition; 
that is, between alternatives that achieve the same goal. For example, Hastings (2003) defines 
purposeful competition as “a managerial process that recognises the competition that 
McDonald’s and Coke present to social marketing of healthy eating” (Hastings, 2003, p .8). 
In this conceptualisation, competition is defined only relative to alternatives that are 
instrumental to conflicting goals. It does not include the type of competition which arises 
between alternatives that achieve the same goal; for instance, the competition between 
technology-based and face-to-face mental health service as alternatives means of achieving 
improved wellbeing.   
 
A complementary conceptualisation of competition in social marketing, which builds on 
Hastings (2003) definition of purposeful competition, is therefore proposed. Direct 
purposeful competition is defined as the competition between alternatives instrumental to 
achieving the same goal. For example, face-to-face mental health services are a direct 
competitor to m-wellbeing services, since both achieve the goal of improved mental 
wellbeing. Indirect purposeful competition is defined as the competition between alternatives 
instrumental to achieving conflicting goals. For instance, long work hours could be an 
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indirect competitor to m-wellbeing services since they are instrumental to achieving distinct 
goals that compete for individuals’ priority and resources. This conceptualisation is consistent 
with goal systems theory (see Kruglanski et al., 1990), which proposes that goal systems 
consist of networks where goals are connected to their corresponding means of attainment, as 
well as other goals, and that inhibitory (or competing) associations exist between means and 
goals.  
 
5. Implications and future research  
5.1 Practical implications  
These findings have direct relevance to social marketers working in an m-health context in 
that they can be used to understand and encourage young adults’ acceptance of self-help m-
wellbeing services. Specifically, social marketers should enhance young adults’ confidence in 
their ability to co-produce the credence service and to continue using the service over time to 
receive its benefits. A key benefit that should be highlighted to potential users is the 
convenience of the m-wellbeing service; its lifestyle compatibility and instant availability 
during times of need. Last, it is important to emphasise service efficacy, as the research 
highlights young adults’ concern that m-wellbeing services are not as conducive to improved 
wellbeing as their face-to-face counterpart.  
 
This study also provides evidence that acceptance of TBSS for credence services is driven by 
factors that diverge from those that influence acceptance of TBSS for more routine services. 
Consequently, the findings are particularly relevant to marketers working in professional 
service industries, where commercial and non-commercial credence services, such as law and 
wellness services, are becoming increasingly digitised. Results suggest that it is important to 
build consumers’ confidence in their ability to co-produce the service, not only their 
confidence in using technology to deliver the service. Consumer expectations of service 
efficacy relative to interpersonal services will also need to be managed as our findings 
suggest that consumers may be unconvinced of technology’s ability to successfully capture 
the specialised knowledge of service providers.  
 
5.2 Theoretical implications 
The findings of this study suggest two key points of departure from extant TBSS acceptance 
literature. First, the results suggest that consumers distinguish between their confidence in 
their ability to perform the tasks necessary to co-produce the credence service and their 
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ability to use a technological platform to deliver the service. Previously, these two factors 
have been undifferentiated (e.g., Dabholkar and Bagozzi, 2002; Meuter et al., 2005). It 
appears that the knowledge intensive nature of credence services (Ostrom and Iacobucci, 
1995), combined with consumers increased involvement in service production, makes 
technological self-efficacy and co-production self-efficacy important antecedents to 
consumer acceptance of TBSS for credence services. For example, whilst respondents in this 
study were highly confident in their ability to use their mobile phones to deliver the service, 
they doubted their ability to perform the tasks necessary to co-produce the service.  
 
Second, the study highlights the importance of maintenance self-efficacy (consumers’ 
confidence in their ability to maintain use of the service over the time necessary to receive its 
benefits) to respondents’ acceptance of the m-wellbeing service. Maintenance self-efficacy 
has not been examined by previous TBSS acceptance or social marketing research. It may be 
linked to the tendency for credence services, particularly in the social marketing field, to 
provide less immediate benefits that are more difficult to evaluate. This delayed goal 
achievement requires maintained use of the TBSS over time. More generally for social 
marketing, which is characterised by offering long-term benefits (Rothschild, 1999), this 
finding suggests that current conceptualisations of consumers’ acceptance and initiation of 
behaviour as separate to maintaining that behaviour (e.g., Andreasen, 2003) may require 
revision. Based on this study, it appears consumers’ beliefs about their ability to maintain a 
behaviour may influence their initial acceptance and adoption of that behaviour. 
 
This study also provides initial evidence for a previously ignored type of consumer level 
competition in social marketing. Our findings suggest competition not only occurs between 
alternatives that achieve conflicting goals, but also exists between alternatives that achieve 
the same goal as proposed in goal systems theory (see Kruglanski et al., 1990). Our data 
show respondents’ evaluation of m-wellbeing services relative to face-to-face mental health 
services influenced their acceptance of the TBSS. Consequently, it is proposed that 
purposeful competition (see Hastings, 2003) comprise both indirect competition, where 
alternatives are instrumental to conflicting goals, and direct competition, where alternatives 
are instrumental to the same goal. This finding is especially important given the growth of 
social marketing and rising competition for funding (Hastings, 2003), meaning more social 
marketing organisations now compete for the acceptance and adoption of behaviours 
instrumental to the same social goal. Future research examining direct purposeful competition 
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may also be important in contexts where it is vital for consumers to select a particular 
behaviour to achieve a goal, such as when not all alternatives are positive (e.g., fad diets 
versus healthy eating as means of achieving weight loss). 
 
Last, this study builds on understanding of goal-directed behaviour. It further explores the 
interplay between goals and their means by providing empirical evidence for the existence of 
an inhibitory link, or competition, between alternatives that are instrumental to the same goal, 
as proposed by goal systems theory (Kruglanski et al., 1990). Our finding that competition 
influences consumers’ acceptance of a behaviour is not reflected in the bulk of attitudinal 
research, including the MGB (see Richetin et al., 2011). Future research should therefore 
investigate the effect of accounting for the influence of competition on the explanatory power 
of the MGB. Our findings also suggest that anticipated emotions may not play a significant 
role in explaining consumers’ acceptance of behaviours linked to abstract goals. Respondents 
experienced difficulty in envisioning the outcomes constituting goal achievement or failure, 
given the abstractness of mental health goals, potentially reducing the impact of anticipated 
emotions on their acceptance of m-wellbeing services. To investigate this proposition, future 
research could compare the predictive power of the MGB across abstract and concrete goal 
contexts.  
 
6. Limitations  
This study provides qualitative evidence of the determinants of consumer acceptance of an 
emerging TBSS, high in credence qualities, aimed at achieving a social goal. However, future 
research is needed to improve the generalisability of the exploratory findings presented in this 
paper, within the mental health domain and across other social and commercial credence 
services. Findings are also limited to the cultural context in which the study was undertaken. 
Further research should be conducted across different cultural contexts to account for 
differences in social norms and other beliefs. Another limitation is that the sample used in 
this study may not be truly representative given the purposive and snowball sampling 
techniques employed to recruit respondents; however, national statistics suggest it may be 
similar. Last, the modified objectivist epistemology of this study may have resulted in some 
aspects of the consumer acceptance of m-wellbeing services being missed. Other researchers 
could explore additional drivers of consumer acceptance of credence TBSS.  
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Figure 1. Model of Goal-Directed Behaviour (Perugini and Bagozzi, 2001) 
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Table 1. The impact of negative and positive anticipated emotions on respondents’ 
acceptance of m-wellbeing services 
 
Negative 
anticipated 
emotions 
impact 
Respondents 
 
Example  
High 8 “So you don’t want to spend six months every day logging in and 
doing the modules and then going, you know what, I’ve got nowhere. 
I’d have this goal in mind going ‘I’m doing this because I need help’, 
so I don’t want to walk away and go ‘That program was useless, it did 
nothing to help me’” (F, 10).  
 
Low 12 “If it’s just the fact that I’m messaging an automated response, I’m 
sort of doing it myself and it doesn’t have to be face-to-face, there are 
not many costs. No one has to know I’m doing it. All those sort of 
balance it out. So signing up, there’s few consequences and not as 
much of a risk” (F, 19).  
Positive 
anticipated 
emotions 
impact 
Respondents 
 
Example  
High 7 “I get the positive feelings would definitely influence me ‘cause once I 
know that this service is going to help me then I’ll be willing to—like it 
increases my desire to try that service out” (M, 6).  
 
Low 5 “Yeah, I’m very achievement orientated, but I don’t know... I don’t 
think I’d start it because I think I’d be happy if I achieved the 
outcome” (M, 30).  
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Table 2. The impact of subjective norms on respondents’ acceptance of m-wellbeing services 
 
Subjective 
norm 
impact 
Respondents Example 
High 5 “The big factor there would be the perception that my family has. If 
they were positive, I would definitely sign up; if they were negative, I 
would definitely not sign up” (F, 19). 
 
Moderate 8 “Um, I’m going to say like 50/50 ‘cause obviously if I'm actually in a 
social kind of like environment, if my friends tell me, ‘Oh, you’re 
depressed, you need help’, then possibly I’m going to use it” (F, 4). 
 
Low 17 “I don’t think it [family, friends, and important others] would affect it 
[my intention] at all. It’s a personal thing. Nobody has to know you’re 
doing it if it’s on your mobile” (M, 12).  
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Table 3. Respondents’ technological self-efficacy  
 
Technology 
self-efficacy  
Respondents  Example  
High 22 “I think I am generally confident using technology and I think I 
would adapt to it very quickly. I think it’s something for our 
generation that’s computer savvy, but I don’t think it’s something for 
older people” (F, 29).  
 
Moderate 7 “I think I’m probably in the middle. Like, I’m not great at it, but I’ve 
still got general skills and find it pretty easy to find my way around. 
So I think I could pick it up fairly easily” (F, 2). 
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Table 4. The impact of respondents’ need for interaction on their acceptance of m-wellbeing 
services 
 
Need for 
interaction 
impact 
Respondents  Example 
High 13 “The support and showing that there’s someone out there that’s 
willing to help, which is often a very good thing with mental 
illness... It’s not just this faceless kind of thing” (M, 8). 
 
Low 6 “To actually go and meet someone face-to-face would probably be 
more difficult than going online…I can do it in the privacy of my 
own home, in my own time. No one is going to pass judgment; no 
one is going to look at me” (F, 10).  
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Table 5. The perceived effectiveness of m-wellbeing services relative to face-to-face mental 
health services  
 
Effectiveness of 
m-wellbeing 
services  
Respondents Example  
Low  15 “In the long run, there is only so much a computer can do for you. 
Computers don’t have emotions so they don’t understand what you 
are going through. They can only understand what they have been 
told to understand. And, you know, they can offer advice, but it will 
be generic. I’d prefer to actually go in and talk to somebody who can 
give me personalised advice, who knows exactly what my situation 
is” (F, 23). 
 
Moderate 4 “I really like the mood-tracker that you talked about... I think it 
would be really beneficial ‘cause if you can log how you feel every 
day... it would be accurate as well. I don’t think it would be accurate 
if you’re looking back [with a health professional] ‘cause it gets 
modified by things that have happened” (F, 22).  
 
 
 
